Claim for Reimbursement
Fax # 800-421-6737

Employer
Social Security #

Name

Daytime Phone #

Daycare Expense Claims
Daycare requiras a receipt from the child care provider OR a copy of a check lssued for payment

Period | Govered
Name of Dependeni(s) From To Name & Address of Service Provider Amount Incurred

TOTAL DAYCARE EXPENSE GLAIM

Employee Owned Private Health Insurance Expenditure
Employes owned private Health Insurance reguires proof of payment or a current bill/statement showing coverage period and amount

Date of

Coverage Name and # of Insurance Policy Employee Policy Holder Name Net amount

Unreimbursed Medical Expense Claims
Unrefmbursed medical requires a copy of an Explanation of Benefits from the insurance company or bili from the provider showing date of service and what you
owe affer insuranee hag paid.

Date of | Name of Service Provider Expenses Description Person for Whom
Service Expense Incurred Net Amount

TOTAL MEDICAL CARE EXPENSE CLAIM

READ CAREFULLY
The undersigned particpant In the plan cerlifies that all expenses for which refmbursement or payment Is claimed by submission of this form were incured during

a peried while the undersigned was covered under the Company’s Cafateria Plan with respect to such expenses. The undersigned fully understands that he or
she afone is fully responsible for the sufficiency, accuracy and veracity of all information relating to this claim, which is provided by the undersigned, and that
unless an expense for which payment or refmbursement is claimed Is a proper expense under the plan, the undersigned may be llable for payment of all related
taxes inciuding federal, stals or city income tax on amounts pald from the plan which relate to such expense. The undersigned also states that he or she will not

receive reimbursement for the above charges from any othar source,

082007 Employee’s Signature Date



Attn: Section 125 Administration

{Fold Here)

Place
Stamp
Here

SECURE BENEFITS SYSTENMS
P.O. BOX 469
OKOBOJI, IA 51355

Altn: Section 125 Administration



